A rapid review of literature was conducted to identify effective health promotion (HP) intervention strategies that relate to the management of disasters from natural hazards, including prevention, preparedness, response and recovery measures. Searches were conducted in formal literature from 2000 to 2011 and then updated to 2013. Out of 719 relevant abstracts, 57 studies were selected for more detailed review. In total, 16 studies were annotated for the narrative synthesis; these articles all reported an outcome-oriented evaluation of an HP-related intervention in a natural disaster situation in low-and middle-income countries (LMIC) or vulnerable populations in high-income countries (HIC). These 16 studies were also assessed for quality of their evaluation design. Although it was not possible to select only strong study designs, LMIC weak designs were matched with stronger designs in HIC most of the time. A narrative synthesis was conducted to report the results. In the preparedness and mitigation stages, there were six articles referring to four HP strategies. In the response and recovery phases, there were 10 articles referring to an additional four HP strategies. HP plays a role in regaining a sense of control after disaster through: engaging victims of disaster in group decisions (including children), collaboration and networking, recognition of local strengths and assets, conducting community needs assessments, respecting local knowledge, training local resources as part of an ongoing system and use of pre-existing community focal points or organizations as trusted locations for community services and reconnections.
INTRODUCTION
Over the past decade, the number of deaths and economic losses related to disasters from natural hazards has increased markedly. In 2011, large-scale natural disasters affected ∼245 million people, cost nearly 366 billion USD (Guha-Sapir et al., 2012) , and forcibly displaced an estimated 42.5 million people worldwide (UNHCR, 2012) . In addition to these large reported disasters, local emergencies from flooding and other hazards occur on a routine basis and over time affect many others, particularly in low-to middle-income countries (LMIC). The risk of disasters and impact of all hazards [natural (earthquakes, volcanoes, floods, cyclones) , technological (chemical spills, building collapse), biological (epidemics and pandemics) and societal (conflicts and mass gatherings)] on society is further increased by climate change, rapid and unplanned urbanization, the global economic crisis and emerging and re-emerging infectious diseases.
The emergency or disaster management cycle has been described as having four phases: (i) prevention/mitigation; (ii) preparedness; (iii) response; and (iv) recovery. In recent years, there has been a greater emphasis placed on a risk management approach which focuses on managing risks rather than events (WHO, 2013) . In the health sector, most of the literature is focused on emergency preparedness including how to develop emergency response plans and how to provide emergency medical and rescue services, set up shelters and ensure public health and sanitation in the response and recovery phase. It is common to think of medical and public health services as part of emergency management but not common to incorporate health promotion (HP) thinking. For the purposes of this paper, HP strategies that were considered to play a role in natural disaster management a priori included community development, healthy settings, a focus on equity, a focus on strengths and assets, education, communications, collaborative and partnership strategies, and participation of citizens in decision-making.
One of the biggest challenges in assessing the evidence in the arena of disaster management is that it is not usual for people to conduct randomized controlled trials or other experimental methods of inquiry and the work is so urgent that it is often not recorded. In order to explore what strategies have been evaluated in this area, we focused on LMIC and vulnerable populations in highincome countries (HIC). The outcomes we were interested in had to be related to the definition of HP '. . . the process of enabling people to increase control over, and to improve, their health ' (WHO, 1986) . Thus, we reviewed the literature for outcomes such as improved health and well-being, individual or community control over decisions, return to 'normal', community cohesion, improved knowledge, changes in behaviour and collaboration.
METHODS
Searches for evidence in the literature were conducted using OVID within the following three online journal databases: MEDLINE, EMBASE and PsycINFO. Resources published prior to the year 2000, studies without abstracts and books were excluded. Key search terms related to the following four main topic areas: emergency management; HP; setting/population group; and equity and gender issues. Language was not limited during the search, as all the databases allow searches to be conducted in English, while generating results in 77 other languages; however, the articles reviewed were limited to English, French and Spanish as per the language skills of the reviewers. Interventions were selected for inclusion if they were: deliberately developed to prevent, prepare for, respond to or recover from a disaster due to natural hazards; had strong connections to HP strategies and outcomes; and involved population groups in an LMIC or 'vulnerable populations' in HIC. We focused only on those studies that evaluated an intervention. Interventions that focused solely on the provision of mental health services or trauma treatment were excluded, even though some HP strategies may have been used. Two searches were conducted-the first for articles from 2000 to 2011 and the second search was an update of the search to 2013. Abstracts of the initial 512 articles were read by two reviewers who selected 49 articles for a detailed review. Out of those, 25 articles were assessed for quality and 14 were considered relevant for this paper. In the updated search, 207 abstracts were read by the second author, 8 articles were reviewed in detail, 5 were assessed for quality and 2 were considered relevant for this paper.
The team assessed the quality and strength of the selected quantitative and qualitative studies and annotated them. The types of evidence we sought were outcomeoriented evaluations using at least quasi-experimental methods or a high-quality qualitative research design. However, there were few studies of interventions with highquality designs and we reviewed all of those we thought would be relevant. For quantitative studies, the Quality Assessment Tool for Quantitative Studies was used from the Effective Public Health Practice Project (EPHPP) of McMaster University School of Nursing (National Collaborating Centre for Methods and Tools, 2008; EPHPP, 2010) . This tool classifies a study as 'strong', 'moderate' or 'weak' based on the following six components: selection bias; study design; confounders; blinding; data collection methods; and withdrawal and dropouts. For qualitative studies, two tools were used. First, the 'Hierarchy of Evidence' was used from the Canadian Best Practices Portal (Jackson et al., 2010) . The reviewers used this tool to classify the studies as either 'strong', 'moderate' or 'weak' based primarily on the study design ('generalizable conceptual study', 'descriptive study' and 'single case study', respectively). Secondly, the Critical Appraisal Skills Programme (CASP) was used from the Public Health Resource Unit, England (Public Health Resource Unit, England, 2006) . This tool facilitates a more critical analysis of the rigour, credibility and relevance of the qualitative study. Based on the results sought from CASP, studies were graded as either 'strong, moderate, or weak'.
For the narrative synthesis, all 16 selected articles were reviewed, and common themes around types of interventions with HP components or connections were identified. Studies were examined and annotated in terms of the intervention type, type of disaster, stage of emergency management, outcomes of interest, equity and geographic location.
The 16 articles included in this review as relevant for all phases of natural disaster management clustered around hurricanes, cyclones and tsunamis in Asia, Southeast Asia and USA, earthquakes in Central America, Middle East and Nepal and prolonged drought in Africa.
Study limitations
Three main issues were found to affect the strength of evidence: (i) many papers gave descriptions of what was done in response to a disaster or emergency but they were not in a position to do an experimental or quasi-experimental evaluation outcome design; (ii) there were many discussions of lessons learned but few evaluations of interventions; (iii) the lack of resources to conduct large-scale studies in LMIC reduced the kind of information that was available. Table 1 gives a summary of the strength of evidence for the 16 annotated studies. Despite the low proportion of usable studies from this rapid review, there is evidence that HP strategies will enhance the disaster preparedness of families and the rebuilding of communities post-disaster.
RESULTS/NARRATIVE SYNTHESIS
The better-designed studies focused on disaster preparedness or the later stages of recovery, after the initial emergency response period. Some research teams were already in the field for other reasons and were able to collect data related to the disaster (Lowe et al., 2010) and others conducted natural experiments (Dunston et al., 2001; Perez-Sales et al., 2005) . For most cases, we were able to match a well-done study (often from a western or high income country) with a couple of descriptive cases from LMIC in order to try to make sure that the intervention could be relevant in an LMIC setting.
Preparedness phase of natural disaster management
In the six articles that talked about interventions specifically for the 'preparedness' phase of emergency management (mitigation was rarely mentioned, thus we have focused on preparation), there were three kinds of outcomes: (i) individuals and families have safety kits and know what to do and where to go in the event of a disaster, (ii) health response teams are ready to act in an emergency and (iii) community organizational structures are in place to enable community members to connect during a disaster. There are four types of HP strategies linked to these outcomes.
For individual and family disaster readiness, the main HP strategies were (i) community engagement of adults regarding disaster education and readiness (2 articles) and (ii) education of children and their families about disaster and emergency management using the school curriculum (2 articles). For getting health response teams and communities ready to respond in the case of emergency, the main HP strategies were (iii) to use local assets by giving existing mobile teams additional disaster training, and engaging local people as staff for the Emergency Mobile Teams (1 article); and (iv) a radio communications strategy (1 article).
Preparedness HP strategy 1: community engagement A very good randomized trial study compared the use of 'platicas' (health promoters) in Latino communities in Los Angeles to a culturally appropriate set of communication materials to increase stockpiling of water and food and prepare a family emergency plan (Eisenman et al., 2009 ). In the 'platicas' model, community health promoters met with Latino households in 25 1-h small group discussions and discussed emergency preparations. The other group received a set of mailed culturally sensitive Spanish language materials about disaster preparation ( pamphlet, laminated shopping card, 6 pre-printed communication cards). Although both groups increased the stockpiling of emergency items, the 'platicas' group uptake was higher. This matches other HP experiences where community engagement models are more effective than communications alone (Murphy et al., 2007) .
In a similar type of strategy with local (barangay) communities in the Philippines, success was less clear because outcome data were not reported (Allen, 2006) . These barangay communities corresponded to rural villages or urban districts as the bottom formal tier of a decentralized government system. Rather than investing in 'health promoters' as in the US example, the disaster planners in the Philippines trained selected local people and provided technical information (Allen, 2006) . The broader public was engaged to raise their awareness of risk and vulnerability through community mapping exercises and capacity assessments. It looked as though this connection to the community provided a way for disaster planners to access local knowledge and resources, which led to better community plans. From an HP perspective, this intervention engaged community members in creative ways and Via local mental health NGOs in Tamil Nadu (Vijaykumar et al., 2006) Qualitative weak
Return to normal, reduced mental distress in Tamil Nadu Continued maintained a local cultural connection to the development of community plans.
Preparedness HP strategy 2: experiential education Using a pretest/post-test controlled quasi-experimental design (with some weaknesses), educators in New Zealand incorporated emergency management preparation into the school curriculum for children aged 11-13 (Ronan and Johnston, 2003) . They compared two models-one where disasters and related information were included as part of an integrated unit over 6 weeks where English, history, geography and other subjects all dealt with disasters as a theme. Hazards were discussed but not their associated responses. The second Emergency Management model (EM) was the same as above plus special materials and guided interactions between youth and parents focused on assisting children and their families to prepare themselves and their homes for future hazards. Both versions of education showed positive effects on emotions and problem-coping related to emergency management. But the second EM version showed even greater increases in hazard adjustments at home and hazards-based knowledge in children and parents. In a school-based education strategy in Iran, a multiyear education programme focused on the science of earthquakes, and what to do to be prepared as individuals and families before, during and after a natural hazard (Izadkhah and Hosseini, 2005) . This education started at preschool ages through high school and included textbooks, puzzles, games, booklets, audiovisual tapes and a mobile trailer to simulate an earthquake, plus earthquake drills done in 1999, 2003 and 2004 for all levels of schoolchildren throughout the country. From an HP perspective, this intervention included many activities, focused on both book learning and experiential learning, and it was designed to reach families through their children. Although it was based on sound theory, there was no evidence of success of the model presented in the paper.
Preparedness HP strategy 3: use local assets by training existing teams In Afghanistan, where much of the infrastructure has been destroyed due to prolonged civil war, people are even more vulnerable to all hazards. With this in mind, local members of the Emergency Mobile Units (EMUs) were trained to operate during disasters and outside disasters (Tuhkanen et al., 2008) . During a disaster, EMU staff responded to disease outbreaks, coordinated emergency response, carried out basic surveys and monitoring, and connected to Afghanistan Red Crescent Society and other emergency response systems. When there was no disaster, they provided mobile health services including immunization and community first aid. The keys were building local trust and involvement. This was a moderate qualitative study design and it showed that the local people involved as members of EMUs improved their knowledge of emergency response, their ability to respond and that this model had the potential to be sustainable. The HP connection is the use of local resources through recognition of existing talents and community assets. about what they learned from Radio Djati about disaster preparedness in the 3 years since the tsunami. Radio Djati said it provided information on disaster preparedness, especially targeting disabled people, and had taken steps to prepare itself to be more immediately available during a disaster. Survey respondents, and particularly disabled 
Recovery phase of natural disaster management
Given the destruction natural disasters can bring, the response and recovery phases receive a lot of attention in the literature. Many descriptive papers outline the health effects of the disaster and what was done post hoc. Few papers provided details of an intervention and evaluated it. There was virtually nothing evaluated during the immediate post-disaster response phase, but there were more interventions that met our inclusion criteria in the later recovery phase. The outcomes of interest for the recovery phase were: (i) speed of return to 'normal' measured by decreased mental distress and access to food, shelter and employment, as well as extent of rebuilding; (ii) behaviour change to use safe water kits; and (iii) local sustainable solutions to recovery issues. Ten papers were annotated that described four different types of HP interventions (Table 1) . The most useful HP strategies were (i) to engage community members in decision-making (4 articles), (ii) to use pre-existing local focal point for community gathering and engagement (3 articles), (iii) to foster partnerships between local NGOs (2 articles), and (iv) to combine communications with mobilization (1 article).
Recovery phase HP strategy 1: engage survivors in decision-making HP is defined as a process of gaining control over the factors that affect one's health. These factors include a variety of social determinants of health-such as food, shelter and employment-that are often severely interrupted after a disaster. Regaining a sense of control over one's life is one key component of recovering from the disaster. Four studies described interventions that emphasize processes of engagement of survivors in community decision-making.
Perez-Sales et al. (Perez-Sales et al., 2005) described a natural experiment of grouping people into 'communities' in El Salvador after two earthquakes in 2001. In one shelter, the groupings were based on time of arrival; in the second shelter (created 1.5 months later), people were grouped according to their pre-earthquake communities of origin. The first shelter system served 7000 people initially, the space was physically well located, several government and non-government organizations were involved, and community leaders were assigned. Some 2500 people were then moved to the second shelter. This shelter was not physically well located (it was prone to flooding), had very few organizations involved and community leaders were elected by the communities. Among many studied indicators, four were significantly different in the second shelter system: greater percentage participation in community activities, less experience of humiliation, more recall of moments of happiness and fewer cases requiring clinical assessment and emotional support. According to this study, it seemed that developing a shelter system that respects the pre-disaster communities and supports people in electing their own leaders within that system resulted in less mental distress and greater community participation. Although the study was well done in some ways, it did not discuss how the 2500 were selected to move to the second shelter and did not acknowledge that the time spent together in the first shelter meant that the traditional leaders of the pre-earthquake communities were not necessarily elected as leaders. These two elements introduce some bias into interpreting the findings.
Two studies of moderate quality described procedures of engaging community members in developing solutions to problems faced by the community. Lesorogol (Lesorogol, 2009 ) described a participatory intervention in Samburu District of northern Kenya as the residents tried to cope with recurrent drought. The intervention engaged elders, women and youth (unusual) from the affected communities to analyse, plan and act on drought conditions. Their solution identified a restocking process done as a whole community, and focused on helping the most vulnerable first. Individual small stock holdings increased thereby increasing milk production and restoring social status for 80% of the population.
In the second moderate study (Paratharayil, 2010) , in Burma Myanmar after a cyclone in 2008, the response and recovery efforts were affected by pre-existing political issues creating a 'culture of fear'. A Burmese national NGO (Metta Development Foundation-MDF) developed a community kitchen intervention in three villages, like the Voluntary Health Association of India (VHAI) intervention in Orissa India (see Mukhopadhyay, 2007) . Like VHAI, this MDF served as the trusted focal point and started consultations with community leaders such that villages planned, designed and implemented their own programmes following common minimum guidelines. They had monthly meetings to share experiences, organized sport, recreation, cultural activities and all community members had a role. The emphasis was on a holistic community approach to heal from mental distress. Although outcome information was not systematically collected, the MDF reached 4000 people in two townships, and there was evidence of sustainability where communities created a rice bank and kitchen gardens. The MDF then phased out its support, given that the initiative focused on local engagement and existing resources.
The final example of engagement was an experiment by a school psychologist to actively involve children in rebuilding their community in China after the earthquake in Beichuan in 2008 (Zeng and Silverstein, 2011) . This children's participatory project was carried out in the 'West Mountain tent school' in Beichuan, which had served as a shelter, medical care centre and site for the distribution of relief materials during and after the time of the earthquake. Drawing on 'Hart's Ladder of Participation' (Hart, 1997 ) as a theoretical model, this project engaged 30 children (aged 7-15) in four distinct intervention phases. The first phase allowed the children to engage voluntarily in familiar school maintenance activities. The second phase focused on developing group cohesion through games, crafts, the arts and physical activity. The third phase allowed the children to participate in research and action-oriented activities and the final phase focused on community action, which, for example, led to the children initiating a ritual to observe the 3-month anniversary of the earthquake. During the first two phases of this intervention, the researchers observed a decrease in some trauma-related behaviours (e.g. continually monitoring the environment for aftershocks, refusing to comply with teacher demands). During the final two phases, the researchers observed an increase in the children's ability to initiate their own activities and to set their own pace in processing traumatic events. Although this study was limited in many ways (small sample size, no control group, limited data analysis methods), it is an insightful qualitative example of a culturally sensitive participatory approach that prioritized the engagement of survivors in decision-making for their own recovery, and the use of their own resources to restore self-efficacy and community.
Recovery phase HP strategy 2: use pre-existing local focal point for community gathering and engagement One of the keys to recovery after a disaster is to reconnect the members of a scattered community and rebuild. There were three examples of using a pre-disaster focal point for sustained community gathering and engagement during and after a disaster. To this end, pre-existing community organizations can be of tremendous value. ChamleeWright and Storr (Chamlee-Wright and Storr, 2009) described how a Catholic Vietnamese Church in New Orleans provided a focal point for scattered community members returning after Hurricane Katrina. They provided meeting spaces, coordination capacity for distribution of goods and services, connected to other agencies, helped non-native English speakers to cope with the maze of bureaucratic requirements after the disaster (e.g. access to compensation) and facilitated political action towards rebuilding of the community. The pre-existing community structure and the combination of priest and lay leadership were very important. Through this natural experiment, the Church enabled the return and rebuilding of the Vietnamese community of New Orleans within 2 years of Hurricane Katrina. In terms of outcomes, '. . . using these club goods, residents in the New Orleans East Vietnamese-American community (a) rebuilt their distinct ethnic-religious-language community, (b) overcame the social coordination difficulties created by Katrina, and (c) engaged in successful political action to protect their community [(Chamlee-Wright and Storr, 2009), p. 440] .
In India, Mukhopadhyay (Mukhopadhyay, 2007) described initiatives taken in Orissa, India, after the 1999 cyclone that relied on a local NGO. The cyclone highlighted existing weaknesses of Orissa-poverty, underdevelopment and poor disaster preparedness. The VHAI provided an initial 3 weeks of emergency relief and medical assistance right after the cyclone, but did not have disaster relief or mitigation in its original mandate. VHAI then created 'Aparajita' to respond to the need for longterm rehabilitation, using HP principles. Aparajita did needs assessment, vulnerability mapping and created a group of activities related to livelihood support, infrastructure development, capacity-building, savings and credit, and health. This was a civil society response led by an NGO that aimed to strengthen capacity of the community and minimize vulnerability to future emergencies. The ideas in this intervention were picked up by Burma Myanmar and replicated after it experienced a cyclone in 2008 (Paratharayil, 2010) . Vijaykumar et al. (Vijaykumar et al., 2006) described how two existing NGOs stepped in to provide a focal point for a range of activities related to mental HP after the tsunami hit Tamil Nadu in 2004. The Schizophrenia Research Foundation (SCARF), founded in Chennai in 1984, specifically targeted the unserved segments of the population via an intervention with six components: rapid needs assessment, development of training materials, training in counselling (for community level volunteers, especially those working in healthcare), a film for the public about the tsunami (in Tamil), psychosocial intervention and community mental health programmes (including psychiatric clinics). The second NGO, SNEHA (a suicide prevention centre in Chennai), was focused on suicide prevention prior to the tsunami and developed an intervention with four components: training of trainers, teachers, youth and field workers; setting-up a temporary shelter with volunteers who provided emotional support to the worst affected; providing professional counselling if medical intervention was needed; and offering sports, games and cultural activities for the entire community (including painting and essay competitions for children).
The long-term sustained commitment of VHAI, the Vietnamese Catholic Church and the two NGOs in Tamil Nadu to their respective communities before and after the disaster is one aspect of the intervention that makes it sustainable. All involved local leadership, a range of strategies to meet the needs and coordinated actions of other partners. VHAI and the Catholic Church focused on food, employment, shelter reconstruction and other such ordinary activities as part of the rehabilitation process. The NGOs in Tamil Nadu focused on dealing with mental health issues.
Recovery phase HP strategy 3: networking between NGOs, services agencies and government Two studies described the importance of networking between agencies in the immediate response and later recovery phases of emergency management and reflected the HP principles of collaboration, and interdisciplinary cooperation.
Wyche et al. (Wyche et al., 2011) described a qualitative study of first responders from a range of local agencies that operated a camp in Oklahoma for more than 1500 survivors of hurricane Katrina in 2005. The study described the resilience factors present in the local agency staff team that made their response to the disaster locally appropriate. They used role flexibility and problem-solving skills, and the connectedness between team members to build trust and collective resilience within their team. The HP components incorporated in this example are a recognition of local assets and prior relationships, and networking between local service organizations and outside agencies.
The recovery phase in Sri Lanka was challenged after the 2004 tsunami because the most affected populations were also most affected by the conflict. Wickramage (Wickramage, 2006) described the Jaffna District Health Promotion Network (JHPN) that WHO helped to set up right after the disaster to coordinate hygiene and environmental health. This 10-agency network used the Ottawa Charter and the 'settings approach' to harness the influx of aid, resources and technical capacities. JHPN was steered by the local health authority, but it invited Liberation Tigers of Tamil Elam (LTTE) to be part of the network from the beginning. Thus, all participating agencies were required to engage in dialogue with key protagonists in the conflict. In keeping with fundamental HP tenets, participatory community development and capacity building were central. Community Health Committees (CHC) were formed in each area made up of displaced women and youth. 'The health promotion interventions involved a dynamic mix of forum theatre, social marketing campaigns, information exchange communication strategies, peer educator models for behaviour change communication and community development' [ (Wickramage, 2006), p. 209] . The authors reported a greater sharing of technical expertise and indigenous knowledge systems, a reduction in the duplication of efforts commonly seen in post-disaster responses, one agency redesigned its health-promoting schools programme and a community-based psychosocial programme used CHCs as a vehicle for delivery. Unfortunately, the study was assessed as weak because methods and reporting of results were not included in this paper, although reference was made to individual agency reports.
Recovery phase HP strategy 4: community mobilization and communications
In one moderate quality study in Madagascar, Dunston et al. (Dunston et al., 2001) showed that community mobilization plus social marketing (as opposed to only social marketing) was more successful in getting people to use safe water kits in 30 urban neighbourhoods. A cyclone in 2000 in Madagascar created widespread contaminated water with the threat of cholera, and simple water safety kits were being distributed widely with instructions to use them and information via radio and TV spots. CARE already had established community mobilization teams prior to the cyclone in 30 urban neighbourhoods and this mobilization process significantly increased the communities' adoption of point-of-use water treatment and storage practices compared with those who only received the social marketing messages. This corroborates other HP literature that states that communication campaigns work better if they are accompanied by community education or mobilization processes (Murphy et al., 2007) .
CONCLUSIONS
There was some strong evidence and a lot of weaker evidence for the value of community engagement interventions in the response and recovery phases of natural disaster management. The role that local organizations play as focal points for understanding culture, connecting to local assets and resources and working with others came out as a strong intervention. Training of local resources by such organizations led to communities feeling involved in the response and rebuilding of their communities, improved surge support to cover service gaps and psychosocial support to reduce mental distress. At the individual level, social marketing strategies were improved if they were combined with community engagement strategies. Given the chaos after a natural disaster, successful interventions need to use few resources. We believe these interventions are applicable in low-resourced settings because they mainly rely on human contact and not expensive technology or complex infrastructure. In addition, by looking at studies with better designs in combination with examples of similar interventions with weaker designs specific to LMIC, we think that we can say with some confidence that these interventions are relevant in resourcepoor settings.
In terms of lessons learned, it is recommended that for the preparedness and mitigation phases in LMIC, natural disaster management planners foster HP strategies such as engaging communities in preparing their plans; using experiential education in schools to involve children and their families in being prepared; preparing existing local assets (such as existing health services personnel) to respond to emergencies; and using trusted local communications (e.g. radio) to educate and prepare people for future natural disasters. Once a disaster happens, four HP strategies also make contributions to the recovery phase. First, it is highly recommended that disaster managers encourage/set up mechanisms to engage survivors in decisionmaking processes as soon as possible -while they are still in shelters-even if they are children. A second key HP strategy in the recovery phase is to use pre-existing local NGOs to set up networks for community gathering, service delivery, assessing assets and needs, engaging community members in identifying solutions and providing emotional and psychosocial support. Thirdly, networking between NGOs, service agencies and government departments using a healthy settings approach is recommended, and lastly, it is important to note that communities with existing and trusted community mobilization teams will be able to take necessary actions more efficiently than communities that have to rely on communications alone. The key advantage of these recommendations is that they rely on local resources, knowledge and culture. No expensive equipment or communication mechanisms are required. The possible pitfalls are: (i) not to rely on a single communication strategy or a single focal point organization in case they are destroyed; and (ii) practitioners may find it challenging to focus on community engagement in decision-making in the post-disaster phase, given the strong emphasis on top-down decision-making models that have been used in the past. In such cases, networking and pre-existing allies will help support this approach. Many of the recommendations for the recovery phase rely on community engagement and preparation that existed prior to the disaster or that were deliberately fostered as part of the preparedness and disaster planning phase.
